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Even if the early warning value of a cough were established it could help to prevent but a small proportion of cancers. Only half the cancers in the study of Boucot and colleagues occurred in coughers and only half of these may still have been premalignant when the cough began. Experience in antismoking clinics, attended by men who are specially keen to stop smoking, shows an average success rate of about 30%.1O Combining these percentages suggests that less than 10% of lung cancer could at present be prevented by trying to get coughing smokers to stop smoking. But this would not be the only benefit. A smoker's cough is an almost invariable preliminary to disabling bronchitis. If smokers who cough could be persuaded to stop smoking, disability and mortality from chronic bronchitis would certainly be diminished.
The practical problem of persuading people to stop remains the chief obstacle. We need more research into tobacco habituation to discover how more people may be freed from it. Meanwhile doctors should urge all their patients who have a cough to stop smoking forthwith. Only too often they are told to " cut down," and this is practically never possible.
Safety of Halothane
In most British hospitals halothane is now much the commonest vapour added to the gaseous anaesthetic mixture. But for some years a doubt has attended its administration. Is there a causal connexion between the drug and the post-operative jaundice and fatal hepatic necrosis that have occasionally followed anaesthesia with it ?
The sporadic nature of the cases, the non-specific histological appearances of the liver, the presence of other possible causes, and the absence of clear animal experimental evidence of the hepato-toxicity of halothane in the circumstances of anaesthesia have kept this problem open. An obvious method of settling the answer is a prospective study. Apart from its magnitude such an investigation would not be too difficult to organize. However, opinions already expressed about the toxicity of halothane could present anaesthetists with an ethical dilemma, and plans for one large-scale prospective study in the U.S.A. were abandoned an these grounds. Anxieties were considerably allayed by the detailed and comprehensive retrospective studies by W. W. Mushin and colleagues' and E. M. Slater and colleagues2 in 1964. These reports concluded that halothane was no more toxic to the liver than other anaesthetics. A further and very large retrospective study, called the National Halothane Study, was mounted in the United States, with results being analysed from 34 hospitals over a period of four years, and a summary of the report has recently been published.3
The important facts exposed by this study are the hospital mortality within six weeks after operation and the incidence of fatal hepatic necrosis. The study covered 856,000 patients, of whom 82 developed liver necrosis, or about 1 per 10,000 patients. Histological sections and clinical records were examined and a diagnosis made without knowledge of the details of the anaesthetic administered. The total death rate within six weeks of operation was found to be under 20/,, but the death rate after administration of halothane was lower than this figure, and was midway among the rates for the several general anaesthetics used. The rate of fatal hepatic necrosis after halothane was lower than that after cyclopropane. The study by Mushin and colleagues' did not show any increased liver damage when halothane was administered to patients with disease of the biliary tract. The present American study reports the same finding. Hepatic necrosis occurred after about 1 in 5,000 cases of cholecystectomy. However, in only one out of the six of these cases did it follow halothane anaesthesia, in spite of the fact that halothane was administered to one-third of the patients having biliary-tract operations.
There were in the American survey a few cases of hepatic necrosis-9 out of the 82-which could not be explained in any way other than by the nature of the anaesthetic. Seven of these patients had received halothane, and five of them had had one or more previous operations within the preceding six weeks. It seems, therefore, that if there is a connexion between halothane and liver damage-and the matter is still open-it is rare, but it might have some connexion with repeated administration of the anaesthetic.
The results of the American study, therefore, support in broad outline those obtained by Mushin Walking Through Angina
The pain of ischaemic heart disease is one of the most common and most varied of visceral pains. It is usually precipitated by muscular exercise, but some patients get pain only after taking a heavy meal or exposure to cold, and a few others have attacks brought on by smoking. Once the pain has begun during exercise most sufferers find that it persists as long as they continue, and either the pain itself or fear of the consequences of carrying on often causes them to halt. A few patients find that their pain wears off if they continue to exercise. Typically the pain began after a few minutes walking at two or three miles an hour on a treadmill and after about 10 minutes began to lessen in severity. The pain continued to improve with exercise at the same rate, and after about half an hour some patients were free of pain and others noted that it was much less severe. During the period when the pain was wearing off the blood-pressure and pulse rate were steady. Some of the patients also seemed to be able to " walk through " ischaemic changes in the electrocardiogram. At the beginning of exercise the ST changes became more severe, but in one or two of those who experienced relief during exercise the electrocardiogram improved at the same time. Others, however, were relieved of their pain at a time when the electrocardiogram was unchanged. Coronary arteriograms were carried out on eight of the patients, and two patterns were observed. Five had occlusion of major coronary channels with good collateral circulation around the obstruction, and three had stenotic lesions in major coronary vessels with no discernible collateral development. MacAlpin and Kattus postulate that a slow dilatation of coronary vessels in response to myocardial hypoxia was responsible for the relief of symptoms. An objection to this hypothesis is that it scarcely explains why several minutes of ischaemic pain are necessary for such dilatation to take place.
There is increasing interest in the possibility of using physical training as a treatment for patients who are troubled by angina on moderate exercise. Some patients with very severe limitation of their exercise capacity are able to achieve substantial improvement after a graded programme of increasing physical activity spread over a period of several months. MacAlpin and Kattus felt that patients who were able to walk through their angina were particularly likely to benefit from a programme of this kind. Improvement in performance after training is, however, not necessarily the result of improved myocardial blood flow through collateral vessels. The results may be explained equally well if the patients develop increased efficiency in the use of their muscles, and so reduce the energy expenditure required for the task.
Careful use of graded exercise may be helpful in finding patients with ischaaemic heart disease who may benefit from physical training. In the medical faculties themselves there is thought already to be some decline in the number and quality of recruits.
